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In a rural Midwestern community sample (n=273), large proportions of
Somalis and Whites ranked overall health as “Very good” (57% and 50%,
respectively), while Hispanics (42%) considered it “Good”. Across all
groups, most are either “Happy” or “Very happy” with their jobs—64%,
91%, 83%—or their families—85%, 93%, 91.6%—with reference to Hispanics, Somalis, and Whites, respectively. When asked, “In the past 30 days,
how often did you feel hopeless?”, 83% of Somalis and two-thirds (67%) of
Whites responded, “None of the time”, while half (50%) of Hispanics indicated the same. Overall, Hispanics appeared to be less healthy, happy, and
hopeful than their White and Somali counterparts.
Keywords: rural immigration, social determinants of health, happiness, hope

Nebraska is experiencing notable demographic shifts, particularly in rural towns where minority-majority populations have
seemingly changed the face of rural life in ways that reflect complex
economic, political, social, and cultural interactions. Although some
research has focused on the health and wellbeing of immigrants and
refugees in the U.S., we have much to learn about these populations
in new rural destinations. Using survey data collected from participants living in a rural Midwestern town, we begin to understand the
factors that contribute to health for a community sample consisting
largely of foreign-born Hispanic and Somali individuals.
One important predictor of physical and mental health and
overall wellbeing is hope (Gallagher & Lopez, 2009). Hope, as defined by the late scholar Shane Lopez, is the belief that the future
will be better than the present, along with the belief that you have
the power to make it so (UMNSCH, 2013). According to Lopez,
peoples’ hopes and dreams boil down to three things: (a) a good
job, something that engages and feeds people’s passions; (b) a happy
family that lives close to them and is part of their everyday lives;
and (c) a great life, which includes a sense of purpose in meaningful
work; social connectedness with others; financial security, but not
necessarily wealth; physical wellbeing, including access to healthcare; and community wellbeing in a place that gives them love and
support, but that also enables people to give back (University of
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Nebraska Rural Futures Institute, 2015, p. 15). Many of these aforementioned indicators are also largely recognized as social determinants of health (SDOH), the conditions in the environments in
which people live, work, and spend time that affect health, broadly
conceived (U.S. Department of Health and Human Services, 2019).
The purpose of this exploratory study is to examine trends and
patterns in perceptions of hope and related SDOH variables using Lopez’s aforementioned framework (UMNSCH, 2013). Hence,
these data provide a more holistic view of the current state of, and
possible contributors to, health and wellbeing in vulnerable, rural
populations. More importantly, it urges us to take a step back and
reflect on which questions we should be asking about health and
wellbeing in immigrant and refugee communities, particularly
when they reside within the same small community.

Literature Review
Twenty years ago, a review of health and health care problems of rural minority populations—focusing primarily on African
American and Hispanic populations—found too few articles using
common empirical methods to conduct a meta-analysis of the literature (Mueller et al., 1999). The authors noted at the time that none
of the reviewed studies gave any attention to the causal structure
and processes that contribute to the frequently observed health disadvantages that persons of color in the U.S. often experience. Since
then, our understanding of how a variety of factors influence health
outcomes and levels of inequity in those outcomes among vulnerable populations has drastically improved, particularly in the past
decade. These social determinants of health (SDOH) are the complex, integrated, and overlapping social structures and economic
systems that are responsible for most health inequities and include
the social environment, physical environment, health services, and
structural and societal factors (Centers for Disease Control and Prevention, 2020). Furthermore, SDOH are shaped by the inequitable
distribution of money, power, and resources throughout local communities, nations, and the world (Commission on Social Determinants of Health, 2008). More recently, our understanding of health
disparities demonstrates that it is not one factor that has driven the
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inequities in healthcare and health status, but multiple intersecting
determinants, driven in large part by law and policy (Dawes, 2018).
Health and Hope
Although hope is understudied within SDOH research, hope and
hopelessness have been shown to be key determinants of physical
and mental health, subjective wellbeing, and quality of life (Campbell, 1987; Davis, 2005; Gallagher & Lopez, 2009; Landeen et al., 2000;
Patel & Kleinman, 2003; Snyder, 2002). Few empirical studies have
explored hope and hopelessness among immigrant and refugee
groups. In one study of 10 newly-arrived refugee and immigrant
children in Canada, Yohani and Larsen (2009) observed that hope
had two distinct but intertwined aspects. The first, embodied hope,
was described by participants as innate and inalienable (e.g., “present in the heart,” “never goes away”) (p. 252). The second, hope-engendering resources, referred to the interdependent nature of hope,
or how external sources (e.g., social support) can enhance hope. Research conducted with refugees in Australia revealed pre-migration,
transit, and post-migration experiences, such as loss of loved ones,
mandatory detention of asylum seekers, and isolation, are associated
with experiences of hopelessness (Khawaja et al., 2008; Mares et al.,
2002; Steel et al., 2006). Social support, religious beliefs, and focusing
on future aspirations (hope) have been identified as important coping strategies (Khawaja et al., 2008).
Health and Happiness
Health and happiness are generally believed to go together, and
empirical evidence has been summarized elsewhere making the
case that their influences can be bidirectional (Argyle, 1997). That
is, happiness can affect health, and, conversely, health can affect
happiness, although the relationship between health and happiness
is stronger when self-reported measures of health are used (Argyle,
1997). The study of health and happiness is relatively new among
economists, having observed that health correlates more strongly
with happiness than any other variable, including income, in countries throughout the world (Graham, 2008). Moreover, we have less
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understanding of the health–happiness relationship among the
very poor both in the U.S. and beyond (Graham, 2008). A central
point to remember is that happiness influences health, and a range
of other factors influence health (e.g., work or job satisfaction, social relationships), in part, by enhancing happiness. Although it has
been noted that ethnic minority groups are generally less happy
than those belonging to the majority (Argyle, 1997), much remains
to be explored, particularly among immigrants and refugees.
Health, Community Belongingness, and Equitable Opportunities
Health inequity in the U.S. is related to a legacy of explicit and
implicit discriminatory actions and policies from governments,
businesses, and the larger society (Davis et al., 2005). For example,
researchers have identified sources of vulnerabilities experienced
by immigrants and even proposed options for addressing such vulnerabilities, such as policies related to living wages and safe jobs
(Derose et al., 2007). Gravlee (2009) described how race and racism contribute to health disparities, and encouraged researchers to
refocus attention from a misguided belief that genetic differences
explain racial disparities to a model that recognizes the complex
sociocultural and environmental influences on health. Gravlee also
stated researchers need to consider the cumulative effects of these
disparities across the life span. More recently, scholars have called
for inclusion of work (occupation) in health equity research, as it
has not been explored in most health equity research in the U.S. and
is needed to advance health equity (Ahonen et al., 2018).
Further, research has yet to give attention to aspects of work
life, such as employer support and investment in retaining its workforce, which is demonstrated by offering adequate pay, healthcare
coverage, and training opportunities, all of which arguably foster a
sense of community belongingness in immigrant and refugee populations. Evidence suggests that a sense of belongingness in its various forms (general vs. specific) may also offer protection against
depression. In a study using data from the Canadian Community
Health Survey, a stronger sense of community belongingness predicted less depression severity and shorter duration of depression
(Fowler et al., 2013). Similarly, in a study of mostly university graduates in white-collar administrative or professional roles, general
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belongingness and workplace belongingness appear to have strong
additive effects on depressive symptoms, together accounting for
45% of the variance (Cockshaw et al., 2013).
Thus, the current study takes a comprehensive look at one rapidly-changing Midwestern community that is experiencing an influx of immigrant and refugee populations that are changing the
dynamics of small rural communities. Exploring SDOH, as well as
hope, health, and happiness, in this context offers a unique perspective. Additionally, this study was a collaborative response to
our rural community stakeholders, who identified a need to assess
and understand the SDOH and rural public wellbeing of their town
in a climate of shrinking community infrastructures, consolidated
funding, and steep demographic shifts in Nebraska.

Methods
Sampling
A total of 325 survey participants were recruited in the early fall
of 2017 using respondent driven sampling (RDS). RDS is generally
considered a methodology for recruiting “hard-to-reach” populations for social research, and has been shown to provide a useful
and near-representative sample of the community (Dombrowski et
al., 2013; Gile & Handcock, 2010; Heckathorn, 2002). RDS is a chain
referral recruitment method wherein initial participants (called
seeds) are given coupons to recruit other eligible people into the
study. As new participants come in with prior coupons and complete a survey, they are then given a set of coupons to give to others.
In this way, recruitment spreads across social network ties in a local
community. Participants were given $20 for completing the survey
and an additional $10 for each of their referral coupons that resulted in a completed interview with a new participant.
RDS offers several majors advantages as a recruitment method.
First, it provides anonymity for those who decide not to return with
a coupon, because the researcher remains unaware of them, even
when they refuse to participate. Second, participants are recruited by those whom they already know and not by the researchers.
This means that a potential participant can hear about the interview
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process and the legitimacy of the researchers from someone who
has already gone through the process and is ideally someone whom
they trust. The aspects of trust and anonymity were considered to
be particularly important for the project, given that data collection
was projected to be a challenge in light of an untimely post-presidential-election outcome and heightened U.S. Immigration and
Customs Enforcement (ICE) activity in the region.

Data Collection
The 140-item questionnaire was largely a compiled adaptation
of several existing surveys and was delivered to residents using
audio computer-assisted self-interview (ACASI) software at designated community organizations. The ACASI interface walked
participants step-by-step through survey questions and answer
choices, provided audio of the text if needed, and inputted their
selections via a screen. This method provides both confidentiality
for responses and support for a participant’s preferred language:
English, Spanish, or Somali. The staff included seven interviewers,
four of whom were community health workers (CHWs) who spoke
English and either Spanish or Somali. All participants provided informed consent prior to completing the survey interview.

Measures
Sociodemographic Characteristics
Participants were asked their age, sex, birthplace, and several
questions related to household, including income, number of members contributing to household income, and composition.
Health, Happiness, and Hopelessness
General health was measured with two items: “How would you
rate your overall health?” and “How would you rate your physical fitness?” Participants were asked to rate the item on a 5-point
Likert scale (1 = Excellent; 2 = Very good; 3 = Good; 4 = Fair; 5 = Poor).
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General wellbeing was captured with three items: “How would you
rate your current anxiety?”, “How would you rate your happiness?”,
and “How would you rate your current sadness?” Participants rated
each item on a 5-point Likert scale (e.g., 1 = Very happy; 2 = Happy; 3
= Somewhat happy; 4 = A little happy; 5 = Not at all happy). Similar
questions and Likert responses were posed that centered on participants’ rating of their happiness with job, with family, and your family’s
happiness. Hopelessness was measured with the item “In the past 30
days, how often did you feel hopeless?”, using a 5-point Likert scale
(1 = None of the time; 2 = A little of the time; 3 = Some of the time; 4 =
Most of the time; 5 = All the time).
Community Belongingness and Characteristics
Eleven items were used to assess participants’ beliefs and attitudes concerning the community. For example, “I feel I’m part of
the (Blinded) community” and “Participating in the (Blinded) community is a positive thing for me” were posed as binary responses
(yes/no). An additional three items allowed for a range in responses. For example, “I expect to be a part of (Blinded) for a long time”
and “I feel hopeful about the future of (Blinded)” used Likert scale
responses (1 = Completely; 2 = Mostly; 3 = Somewhat; 4 = Not at all).
Equitable Opportunities
Six items related to financial worries were used as proxy measures of equitable opportunities: “How worried are you right now
about…” not being able to pay or having enough money to pay for
things such as the medical cost of a serious illness or accident; a
child’s college; normal monthly bills; housing costs; minimum payment on credit cards; or not being able to pay your bills and support your family if someone close to you is deported or detained
by ICE. Participants responded using a 4-point Likert scale (1= Not
worried at all; 2 = Not too worried; 3 = Moderately worried; 4 =
Very worried). Twenty-five items related to work injuries, safety
training, and employee wellness were also used as proxies for equitable opportunities. Nineteen of these questions focus on a subset
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of participants who were injured on the job to explore participants’
experiences with worker’s compensation, support, medical costs,
and pain.

Analysis
Participants who self-identified as belonging to more than one
ethnic group were excluded from analysis, resulting in a sample of
273 participants representing three ethnic groups: Hispanic, Somali, and White. Demographic characteristics, as well as self-reported indicators regarding general health and wellbeing, happiness
and hope, community belongingness and attitudes, and financial
health and work-related injuries, including experiences with ongoing pain, were examined across ethnic groups using Pearson’s chisquare tests for categorical variables or Fischer’s exact test if a cell
size was less than five. Means and standard deviations were calculated for normally distributed variables and ANOVA (Analysis of
variance) tests were conducted for comparisons between groups.
All analyses were conducted using R version 3.4.4.

Results
Table 1 depicts a side-by-side comparison of the study population characteristics. Participants were largely Hispanic (n=204,
74.7%) or Somali (n=57, 20.9%), and most individuals were foreign-born (n=199, 73.4%). Although Whites only comprised 4.4% of
the sample (n=12), the CHWs who helped recruit and get the word
out about the study informed the project manager that this group
specifically moved to this particular town seeking healthcare. So,
although it is fair to acknowledge this is not a representative sample of Whites, it does depict a noteworthy group, which is that of
a vulnerable, White, minority ethnic group in a town that experienced “White flight” in recent history. By comparison, it is estimated that 62.2% of the town is Hispanic, 10.8% is Black or African,
and 26.4% is White (non-Hispanic), while 36.2% are estimated to be
foreign-born (U.S. Census Bureau, 2018). There were significant differences in gender, birthplace, household composition, and income
across ethnic groups. Females represented 68.6%, 5.3%, and 75% of
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the Hispanic, Somali, and White samples, respectively. A majority
of monthly household incomes were in the lowest income brackets
for all groups, ranging from $0–$1,750 (59% of Hispanic, 93% of Somali, and 58% of White households), and were likely representative
of the most vulnerable households, considering median household
income in this town is $49,881 (U.S. Census Bureau, 2018). The number of household members contributing to income ranged from 1
to 6, with Hispanic households representing the greatest variation
in number of contributing members, where nearly 19% of Hispanic households had 3 or more contributing members, compared to
1.7% and 8.3% of Somali and White households, respectively.
Health, Happiness, and Hopelessness
Results of self-reported health and happiness (Table 2) yielded significant differences across ethnic groups for all items when
examining individual Likert-type responses. However, there are
noteworthy similarities and trends across groups when response
categories are conceptually dichotomized or grouped.
First, regarding subjective overall health, the largest proportion of
Somalis and Whites ranked it as “Very good” (57% and 50%, respectively), while the largest proportion of Hispanics (42%) considered
it “Good.” Hispanics displayed a larger variation of responses compared to the other two groups, with a notable portion (over 20%) of
individuals rating their health as “Fair” (18.5%) or “Poor” (3.4%). A
similar pattern for distribution of responses is apparent for self-rated physical fitness. Similarly, rating one’s happiness resulted in greater
variation of responses in Hispanics, most notably in the lower-rank
responses, where 25% of Hispanics collectively selected “Somewhat
happy,” “A little happy,” or “Not at all happy,” compared to 3.5%
of Somalis and no (0%) Whites. However, a vast majority of respondents (75% for Hispanic, 96% for Somali, 100% for White) rated their
happiness high (“Very happy” or “Happy”). Current sadness largely
mirrored responses for self-reported happiness; however, Somalis
were an exception, with 18% rating themselves as currently “Very
sad” or “Sad,” while none (0%) ranked themselves low on happiness
(i.e., “Not at all happy” or “A little happy”).
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A majority of respondents across all groups claim to be either
“Happy” or “Very happy” with their jobs: 64% of Hispanics, 91% of
Somalis, and 83% of Whites. Still, a greater variation of responses
is seen in Hispanics. Even larger majorities for all groups indicate
being either “Very happy” or “Happy” with their families: 85%, 93%,
and 91.6% of Hispanics, Somalis, and Whites, respectively.
Finally, the question “In the past 30 days, how often did you
feel hopeless?” indicates a majority of Somalis (83%) and approximately two-thirds (67%) of Whites responded “None of the time”,
while only half (50%) of Hispanics indicated the same. Conversely,
10.3% of Somalis, 16.4% of Hispanics and one third (33%) of Whites
indicated they felt hopeless either “Some of the time”, “Most of the
time”, or “All of the time”.
Community Belongingness
Table 3 depicts respondent sentiments about the Midwestern
community. The overall trend indicates a majority of ethnic groups
have positive feelings about their town and their sense of belongingness. For example, 89% of Hispanics, 91% of Whites, and 75% of
Somalis chose “Yes” in response to the question, “I feel I’m part of
the (Blinded) community”. Also evident is the consistently larger
minority of Somalis who do not feel a sense of belonging or connection with the (Blinded) community. For example, well over onethird (36%) of Somalis, compared to 25.4% of Hispanics or 9% of
Whites, chose “No” in response to “I feel a bond with other ethnic/racial groups in (Blinded)”. Perhaps the most telling difference
across groups is the distribution of responses to “I expect to be a
part of (Blinded) for a long time”, where 84.6% of Hispanics and
75% of Whites indicated “Completely” or “Mostly”, whereas just
over one-third (35.8%) of Somalis indicated such. Similarly, Somalis felt less hopeful about the future of this town, where the majority
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(61%) responded either “Somewhat” or “Not at all” to that question, compared to 19% of Hispanics and 0% of Whites.
Equitable Opportunities
Regarding financial health (Table 4), a majority (56%–75%) of
respondents across all ethnic groups indicate they are “Moderately worried” or “Very worried” about basic living expenses, including normal monthly bills, housing costs, or making minimum
payments on credit cards. For example, 61% of Hispanics, 64% of
Somalis, and 75% of Whites are “Moderately worried” or “Very
worried” about having enough to pay normal monthly bills. Similarly, a majority (60%–77%) of respondents across all ethnic groups
indicate they are “Moderately worried” or “Very worried” about
future incidental expenses, such as having enough money to pay
for their child’s college, or not being able to pay the medical cost of
a serious illness or accident.
Although not as common as concerns about financial health, the
frequency of reported work-related injuries is noteworthy (Table 4).
Specifically, 35% of Hispanics, 19% of Somalis, and 25% of Whites
in this sample have been injured on the job. A large majority of
these injuries occurred in this Midwestern town (86.3% Hispanic,
66.7% Somali, 66.7% White) in the last five years (79.2% Hispanic,
75% Somali, 33.3% White).
Although most respondents reported the injury to their employer (n=72, 90.3% Hispanic; n=11, 63.6% Somali; n=2, 100%
White), some were afraid to tell their employer (n=66, 31.8% Hispanic; n=7, 71.4% Somali; n=3, 33.3% White). Of those afraid to tell
their employer, some indicated fear of losing their job (n=19, 84.2%
Hispanic; n=6, 33.3% Somali; n=1, 0% White). For those who sought
medical attention for their workplace injury, there was a range of
reported medical coverage as well as out-of-pocket expense. For
example, 24.5% of Hispanics (n=49), 50% of Somalis (n=8), and 50%
of Whites (n=2) reported their employer covered none (0%) of the
medical costs. Of those with work-related injuries, 50.7% of Hispanics (n=71), 33.3% of Somalis (n=12), and 100% of Whites (n=3)
report suffering pain as a result. Of those respondents who suffer
from pain, most report working increases their pain (n=38, 81.6%
Hispanic; n=4, 100% Somali; n=2, 50% White).
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Table 4 (continued)
Work Injuries

What percentage of medical
costs did your employer or
their insurance pay?			
0%			
12
24.5%
1%–25%			
2
4.1%
26%–50%		
6
12.2%
51%–75%		
2
4.1%
76%–99%		
7
14.3%
100%			
20
40.8%

4
1
1
0
0
2

50%
12.5%
12.5%
0%
0%
25%

1
0
0
0
0
1

What percentage of medical
costs did you pay?						
0%			
19
38%
1
12.5%
0
1%–25%			
6
12%
2
25%
1
26%–50%		
6
12%
2
25%
0
51%–75%		
3
6%
1
12.5%
0
76%–99%		
3
6%
0
0%
0
100%			
13
26%
2
25%
1

50%
0%
0%
0%
0%
50%

0.2678
0.571
0.8697
0.8096
0.4447
0.6607

0%
50%
0%
0%
0%
50%

0.2173
0.2343
0.5151
0.7349
0.7292
0.7484
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There also were large discrepancies in provision of safety training across groups, where only 22% of Somalis received it compared
to 76.3% of Hispanics and 90.9% of Whites. Of those who reported
having had training on safety protocols, a majority received it in
their mother language: 83.3% of Hispanics, 92.3% of Somalis, and
100% of Whites. Statistically significant differences were also noted
for the item “Does your employer provide you an opportunity to
increase your physical fitness?”, where 63% of Hispanics, 27.6% of
Somalis, and 75% of Whites responded “Yes”.

Discussion
Our study examined trends in perceived health, happiness,
hope, and related determinants of health (e.g., community belongingness and equitable opportunities) in a minority-majority, rural,
Midwestern U.S. meatpacking town.
In this rural community sample of largely foreign-born immigrants and refugees, a majority of participants reported high levels
of happiness despite the fact that most households reported very
low incomes and relatively high levels of financial worries. Subjective economic situation is highly relevant for happiness, though
this is not true for income alone (Haller & Hadler, 2006). Further,
Haller and Hadler suggest that the objective level of income can
be rather low without affecting happiness negatively if it enables a
person or family the mastering of life. With this premise in mind,
it is possible to conceive that relative to previous circumstances,
individuals may view their income situation as an improvement
compared to their experiences in their home country, which in turn
may encourage one to remain hopeful for the future. As Haller and
Hadler so eloquently stated, “happiness of the mountain peak depends also on the duration and difficulty of the climb as well as on
our knowledge of its height” (2006, p. 176).
Though affluence may have some influence on happiness, there
are also non-material social and cultural factors which can lead to
high levels of happiness (Haller & Hadler, 2006). For example, women, who made up a majority of our study sample, have been shown
to be significantly happier than men despite the fact they have less
freedom in choosing their ways of life (Haller & Hadler, 2004). In
addition, Haller and Hadler conclude that persons embedded into
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close relationships, including those who are married or those with
children, are significantly happier than those who find themselves
outside of such relations or in a state which constitutes a loss in
this regard, such as divorce or unemployment. This aligns with our
findings that even larger majorities of participants across all ethnic
groups reported high levels of happiness with their families, and,
to a lesser degree, with their jobs. This suggests that community life
in this rural Midwestern town has positive attributes that support
immigrant and refugee families living here, although, for some,
there may be some aspects of community life contributing to less
favorable perceptions about health and hope. The relationships between such perceptions and various aspects of community life (i.e.,
SDOH) should be further explored in future research.
Subjective health and feelings of freedom in life also have been
shown to have strong effects on happiness (Haller & Hadler, 2006).
Poorer health or sickness can be conceived as restricting this feeling
of freedom in life. In our sample, subjective overall health was not
ranked as favorably as happiness for all groups. Global self-rated
health using a single item has been shown to be a robust predictor
of mortality, where a person with “poor” self-rated health has been
estimated to have a two-fold higher mortality risk compared with
persons with “excellent” self-rated health (DeSalvo et al., 2006;
Idler & Benyamini, 1997). We found a greater variation of subjective
health rankings among Hispanics, and a general tendency for this
group to rank their overall health lower than Somalis and Whites
did. The finding that one in five Hispanics rated their health as either “Fair” or “Poor,” and that the largest proportion of Hispanics
ranked themselves one ranking below the largest proportions for
Somalis and Whites, is cause for concern and inquiry. A clue to understanding this trend may be related to our findings on perceived
hope and related determinants of health.
Regarding hope, there were generally more feelings of hopelessness in the past 30 days among Hispanics and Whites compared to
Somalis. Conversely, Somalis felt less hopeful about the future of
this town as compared to Hispanics and Whites. These contradictory findings around hope may in part be explained by some of the
findings related to social connectedness, work injury, and pain. One
explanation for greater hopelessness among Hispanics and Whites
may be the higher frequency of reported work injuries and ongoing
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pain in these two ethnic groups compared to Somalis. Relatedly, a
study on migrant farmworkers in Nebraska found that stress and depression were positively associated with occupational injury (Ramos
et al., 2016). Interestingly, Somalis were less hopeful about the future
of the community than Hispanics and Whites, which may be a reflection of how the majority of Somalis indicated they do not expect
to be a part of this community for the long term. Lack of workplace
support, as indicated by reports of low employer provision of safety
training and opportunities to improve physical fitness among Somalis, may also be contributing to their sentiments about their town.
Future research should explore the relationship between feelings
of hope for a given community and an individual’s commitment to
stay, particularly in rural communities where surefire ways of encouraging growth and vitality are desperately needed.
All things considered, perhaps the most prominent finding
was that Hispanics appeared to be less healthy, happy, and hopeful than their White and Somali counterparts. One might speculate
that Hispanics in this sample have been in the country longer, are
more acculturated, and consequently are more aware of the political, social, and economic realities and experiences of immigrants
and refugees of color (i.e., immigrant paradox). It is also likely that
those with families and whose families are close in proximity, intact, and without the threat of detainment or deportation looming
are more likely to rate their happiness, health, and hopes higher
than those who live with the reality of such a threat. Layered with
other determinants, such as a low-skill, hard work life, or one that
is associated with high injury rates and/or living with pain, it seems
prudent to pinpoint how these and other determinant interactions
might provide better clues to understanding quality of life and feelings of hopelessness.
More broadly, our findings offer a glimmer of hope for helping
to improve the lives of immigrant and refugee populations. Our
findings depict a relatively happy and resilient group of people, despite the fact that well over half are surviving on the lowest income
bracket of less than $1,751/month (59% of Hispanic, 93% of Somali,
and 58% of White households sampled). In our sample, high ratings for happiness with family and (to a lesser degree) job may be
two clues worthy of further exploration. Studying high ratings for
happiness among a group of people who, in this case, come from
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different countries, with a multitude of similarities and differences,
may tell us more about why, how, and under what circumstances
they thrive, despite their struggles. In addition, understanding why
some are not feeling as healthy, happy, and hopeful as the rest similarly points us to clues, including a relatively high prevalence of
work injuries and ongoing pain, inequities in work safety training
and employer support for physical fitness, poor financial health,
and sentiments regarding settling into a community for the long
term. The relationships between health, happiness, hope, and various aforementioned aspects of community life (i.e., SDOH) will be
explored in forthcoming publications.
Future research should explore how various SDOH might predict degrees or types of hopelessness or hopefulness (e.g., general
hopelessness vs. hope for the future of one’s community). Kulig
(2012) examined community-level indicators of hope and hopelessness in her work with rural public health nurses and community
members in Alberta, Canada; indicators of hopelessness, as described by participants, included boarded-up buildings, high unemployment rates, loss of meeting spaces, alcoholism, and suicides.
Endeavors to understand how political and SDOH contribute to
health, happiness, and hope can inform which areas to prioritize
and support with greater promise for improving the lives of immigrant and refugee populations.

Limitations
Several limitations of the study should be noted. First, all measures are self-reported and, as such, many of the constructs being
examined were not only subjective, but the respective understanding
of the various constructs may vary from one participant to the next.
Hence, future research would benefit from providing participants
with standardized definitions of constructs (e.g., hope, happiness,
etc.) as well as obtaining objective measures of health such as biomarkers (e.g., cortisol, C-reactive protein, HbA1c) and anthropometrics (e.g., height, weight, waist circumference). Second, women and
men were not equally represented for all ethnic groups participating
in this study. Researchers using RDS recruitment methods may elect
to purposefully provide coupons to equal numbers of female and
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male participants to see if this increases representation in sampling.
Third, our sample was not representative of this town; rather, it was
a community-driven response where CHWs played a critical role in
encouraging community members to come forth, and Whites, in particular, were underrepresented. Finally, acculturative stress, education level, language proficiency, and documentation status were not
assessed in this study, although these have been shown to be associated with health inequities and outcomes.

References
Ahonen, E. Q., Fujishiro, K., Cunningham, T., & Flynn, M. (2018). Work as
an inclusive part of population health inequities research and prevention. American Journal of Public Health, 108(3), 306–311. https://www.
doi.org/10.2105/AJPH.2017.304214
Argyle, M. (1997). Is happiness a cause of health? Psychology and Health,
12(6), 769–781. https://www.doi.org/10.1080/08870449708406738
Campbell, L. (1987). Hopelessness. Journal of Psychosocial Nursing and Mental Health Services, 25(2), 18–22.
Centers for Disease Control and Prevention. (2020, August 19). About social determinants of health (SDOH). https://www.cdc.gov/socialdeterminants/about.html
Cockshaw, W. D., Shochet, I. M., & Obst, P. L. (2013). General belongingness, workplace belongingness, and depressive symptoms. Journal of
Community & Applied Social Psychology, 23(3), 240–251. https://www.
doi.org/10.1002/casp.2121
Commission on Social Determinants of Health. (2008). Closing the gap in
a generation: Health equity through action on the social determinants of
health. Final report of the Commission on Social Determinants of Health.
World Health Organization.
Davis, B. (2005). Mediators of the relationship between hope and well-being
in older adults. Clinical Nursing Research, 14(3), 253–272.
Davis, R., Cook, D., & Cohen, L. (2005). A community resilience approach
to reducing ethnic and racial disparities in health. American Journal
of Public Health, 95(12), 2168–2173. https://www.doi.org/10.2105/
AJPH.2004.050146

162

Journal of Sociology & Social Welfare

Dawes, D. E. (2018). The future of health equity in America: Addressing the
legal and political determinants of health. The Journal of Law, Medicine &
Ethics, 46(4), 838–840. https://www.doi.org/10.1177/1073110518821976
Derose, K. P., Escarce, J. J., & Lurie, N. (2007). Immigrants and health
care: Sources of vulnerability. Health Affairs, 26(5), 1258–1268.
Derose, K. P., Escarce, J. J., & Lurie, N. (2007). Immigrants and health care:
Sources of vulnerability. Health Affairs, 26(5), 1258–1268.
DeSalvo, K. B., Bloser, N., Reynolds, K., He, J., & Muntner, P. (2006).
Mortality prediction with a single general self-rated health question:
A meta-analysis. Journal of General Internal Medicine, 21(3), 267–275.
https://www.doi.org/10.1111/j.1525-1497.2005.00291.x
Dombrowski, K., Khan, B., Moses, J., Channell, E., & Misshula, E. (2013).
Assessing respondent driven sampling for network studies in ethnographic contexts. Advances in Anthropology, 3(1), 1–9.
Fowler, K., Wareham-Fowler, S., & Barnes, C. (2013). Social context and
depression severity and duration in Canadian men and women: Exploring the influence of social support and community belongingness. Journal of Applied Social Psychology, 43, 85–96. https://www.doi.
org/10.1111/jasp.12050
Gallagher, M. W., & Lopez, S. J. (2009). Positive expectancies and mental health: Identifying the unique contributions of hope and optimism. The Journal of Positive Psychology, 4(6), 548–556.
Gile, K. J., & Handcock, M. S. (2010). Respondent-driven sampling: An
assessment of current methodology. Sociological Methodology, 40(1),
285–327. https://www.doi.org/10.1111/j.1467-9531.2010.01223.x
Graham, C. (2008). Happiness and health: Lessons—and questions—for
public policy. Health Affairs, 27(1), 72–87. https://doi.org/10.1377/
hlthaff.27.1.72
Gravlee, C. C. (2009). How race becomes biology: Embodiment of social
inequality. American Journal of Physical Anthropology, 139, 47–57.
Haller, M., & Hadler, M. (2004). Happiness as an expression of freedom
and self-determination. In W. Glatzer, S. von Below, & M. Stoffregen
(Eds.), Social indicators research series: Vol. 24. Challenges for quality of life
in the contemporary world (pp. 207–231). Springer.
Haller, M., & Hadler, M. (2006). How social relations and structures can
produce happiness and unhappiness: An international comparative
analysis. Social Indicators Research, 75, 169–216.
Heckathorn, D. D. (2002). Respondent-driven sampling II: Deriving valid
population estimates from chain-referral samples of hidden populations. Social Problems, 49(1), 11–34.
Idler, E. L., & Benyamini, Y. (1997). Self-rated health and mortality: A review of twenty-seven community studies. Journal of Health and Social
Behavior, 38(1), 21–37.

Perceptions
of Health,
Contesting the
Flawed Happiness,
Consumer Hope

163

Khawaja, N. G., White, K. M., Schweitzer, R., & Greenslade, J. (2008). Difficulties and coping strategies of Sudanese refugees: A qualitative approach. Transcultural Psychiatry, 45(3), 489–512.
Kulig, J. C. (2012). Discussing hope with rural public health nurses and
community members. Online Journal of Rural Nursing and Health
Care, 4(1), 37–50.
Landeen, J., Pawlick, J., Woodside, H., Kirkpatrick, H., & Byrne, C. (2000).
Hope, quality of life, and symptom severity in individuals with
schizophrenia. Psychiatric Rehabilitation Journal, 23(4), 364–369.
Mares, S., Newman, L., Dudley, M., & Gale, F. (2002). Seeking refuge, losing hope: Parents and children in immigration detention. Australasian
Psychiatry, 10(2), 91–96.
Mueller, K. J., Ortega, S. T., Parker, K., Patil, K., & Askenazi, A. (1999).
Health status and access to care among rural minorities. Journal of
Health Care for the Poor and Underserved, 10(2), 230–249.
Patel, V., & Kleinman, A. (2003). Poverty and common mental disorders
in developing countries. Bulletin of the World Health Organization, 81,
609–615.
Ramos, A. K., Carlo, G., Grant, K., Trinidad, N., & Correa, A. (2016). Stress,
depression, and occupational injury among migrant farmworkers in
Nebraska. Safety, 2(4), Article 23:1–11. https://www.doi.org/10.3390/
safety2040023
Snyder, C. R. (2002). Hope theory: Rainbows in the mind. Psychological
Inquiry, 13(4), 249–275.
Steel, Z., Silove, D., Brooks, R., Momartin, S., Alzuhairi, B., & Susljik, I. N.
(2006). Impact of immigration detention and temporary protection on
the mental health of refugees. The British Journal of Psychiatry, 188(1),
58–64.
UMNCSH [University of Minnesota’s Earl E. Bakken Center for Spirituality & Healing]. (2013, May 7). The science of hope: An interview with Shane
Lopez [Video]. YouTube. https://youtu.be/Bka3sI5_WZ4
University of Nebraska Rural Futures Institute (2015). Proceedings of the
2015 Rural Futures Conference. Lincoln, Nebraska.
U.S. Census Bureau. (2018). QuickFacts: United States. https://www.census.
gov/quickfacts/fact/table/US/PST045218
U.S. Department of Health and Human Services. (2019, July 30). Social determinants of health: Healthy People 2020. https://www.healthypeople.
gov/2020/topics-objectives/topic/social-determinants-of-health
Yohani, S. C., & Larsen, D. J. (2009). Hope lives in the heart: Refugee and
immigrant children’s perceptions of hope and hope-engendering
sources during early years of adjustment. Canadian Journal of Counselling, 43(4), 246–264.

